He agreed with Mr. Jefferson that mental impairment was not pronounced unless both frontal Idbes were affected, or unless the fibres connecting the two frontal lobes were involved. In the case of frontal tumour the onset of obvious mental symptoms usually indicated the spread of the tumour to the corpus callosum.
Mr. JEFFERSON, in reply to a question, said that no technlique was needed to keep the remaining parts of the brain in position; they looked after themselves extraordinarily well. In both these cases the removal had been carried out in order to obtain access to the tumours, which were so far back that removal would have been impossible otherwise.
He agreed with Dr. Martin that this operation could not be performed on all patients irrespective of their intellectual background. These particular patients were not a very good index, they were average working-class folk. Another patient, whom he had shown at a meeting of the Association of Physicians in Manchester, had exbibited that same lack of reserve which had been mentioned, but which he (Mr. Jefferson) had attributed to the physicians rather than to the patient. None of the patients in the cases of left-sided removal had shown any sign of aphasia. On examination (February 1936) .-A bright and intelligent boy, who co-operated well. The following abnormalities were found: (1) A defect in the left lower quadrant of the field of vision; this was more especially evident after an attack;
(2) a defect in the skull in the right occipital region (confirmed by X-rays). The cerebrospinal fluid was normal. A bilateral ventricular tap was carried out and air was injected. The right ventricular fluid was slightly yellow and contained 55 mgm. of protein; the left ventricular fluid was normal. X-rays showed a distension of the right posterior horn reaching out to the defect in the bone.
Operation.-Right occipital lobectomy performed by Mr. Geoffrey Jefferson in May 1936. Following this, the boy had, for a few days, considerable sensory disturbance down the left side, but this eventually cleared up. Three days after operation, confrontation tests showed a complete left-sided hemianopia with sparing of the macula. In the succeeding weeks this was frequently confirmed by perimetry. In Octobqr 1936, the patient had an acute headache, stiff neck and a rise in temperature. The lumbar fluid was turbid, containing a large number of polynorphonuclear cells, but no organisms. Following this acute illness, the fields of vision showed, by confrontation tests and perimetry, a left homonymous hemianopia splitting the macula. Marked sensory disturbance was demonstrated down the left side. General improvement has taken place and when the boy was seen, in January 1937, the field of vision showed left homonymous hemianopia splitting the macula.
Discussion.-Dr. MACDONALD CRITCHLEY said that this was a most important case, as it shed considerable light on the vexed problem of the cerebral representation of the macula. For some time past he had inclined to the view that the macula was probably represented bilaterally, and the present case appeared to bear out that idea. In Foerster's opinion the macula was probably represented bilaterally, by way of a double decussation: first a partial decussation in the optic chiasma, then a second decussation-complete, or almost completein the corpus callosum, or possibly in the posterior commissure. Foerster had described an excellent clinical case in point:
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The patient had a lesion of one occipital pole of such magnitude as to involve the whole of the visual cortex, and like the present patient, had hemianopia, with a sparing of the macula. Operation subsequently became necessary, in the course of which the surgeon incised the splenium of the corpus callosum. Thereafter there was a complete homonymous hemianopia passing cleanly through the fixation-point.
Dr. R. M. STEWART asked a question as to the nature of the cyst. Mr. JEFFERSON (in reply) said that the cyst had been traumatic, and the patient had lost bone spontaneously under the area without an open wound. Occasionally the same thing happened in the case of the carpal bones, owing to the severe stress. It seemed to be almost always the case that when bone disappeared a ventricular blow-out occurred; there had been such an injury to the underlying brain that it necrosed, and there was a cavity ex vacuo communicating with the ventricle and causing the fits. Therefore this boy's occipital lobe had been taken away in order to cure the fits, and he had done well. There had been a good deal of trouble from sepsis in this case.
In answer to Dr. Critchley: He thought that Foerster had split the splenium at the original operation; Pfeiffer had postulated these posterior callosal fibres, and this experience proved the assumption because he had cut where the macular fibres would be. There remained the fact that the macular representation must be very extensive, apart altogether from bilateral representation, because, as far as could he judged, the whole of this boy's visual cortex was removed, and the result was preservation of the macula.
The other point concerned the small size of the macula, which should convey a lesson to those who talked about macular vision.
Dr. WILFRED. HARRIS said that two days previously he had seen a case of posterior cerebral thrombosis with complete anmesthesia and hemianopia, in a man aged 75, who had had some thrombotic attack. His mentality was good. He (the speaker) had examined the visual fields accurately. He had always been interested in the representation of the macula in the brain. This patient had a split macula. On the other hand, in cases of transient hemiAnl*ia due to irritation from a cyst, or a lesion in the neighbourhood of the half-vision centre, the hemianopia lasted twenty-four hours in total degree, without any aniesthesia or hemiplegia, but in these cases also the hemianopia was complete up to the middle line, splitting the macula. This point seemed to him strongly against the theory of bilateral macular representation.
Traumatic Intracranial Aneurysm.-J. PURDON MARTIN, M.D. W. S., male, aged 45. In March 1936 he was knocked off his bicycle by a collision with a car. He was unconscious for sixteen hours, then suffered from headache, bruises over the left side of the face, and fractures of the mandible. Immediately on regaining consciousness he was aware of a loud rhythmical swishing sound in the head, which seemed to spread to the left ear. The left eye was closed by swelling, and when this subsided there was persistent diplopia. The left eyelid was cedematous from the onset.
In June 1936 the right eyelid became swollen, and at the same time the bruit became louder and seemed to shift to the right side of the head.
Admitted to hospital in November 1936. On examination a loud systolic bruit could be heard all over the skull, loudest over the eyeballs and temples. There was considerable proptosis on the left side, and slight proptosis on the right. The lids were swollen and the conjunctivte injected. There was a slight internal squint on the right, and weakness in upward and outward movement of the left eye. By compressing the left carotid artery the bruit could be abolished; compression of the right carotid had no effect. It was therefore concluded that the patient had an aneurysm, probably at the bend of the carotid, and communicating with the cavernous sinus.. It was decided that the best thing to do would be to tie the common carotid. Before this was done compression of the artery was carried out for some hours at a time, by means of a makeshift apparatus, but it was not very successful. On November 26, 1936, Mr. Jefferson tied both internal and external carotid arteries on the left side, and there were no ill-effects. For a day or two the
